Pressure ulcers are pervasive and pose a unique burden on the current health care system owing to their association with prolonged hospitalizations and increased costs for patients with chronic medical conditions. These wounds occur frequently in patients with neurological conditions causing immobility and are a significant and common source of patient morbidity. Blocksma et al 1 initially described muscle flap coverage for paraplegic patients in 1949. Pedicled flap reconstructions, such as the posterior and anterolateral thigh flaps and, more recently, the vastus lateralis myocutaneous flap, have been used in advanced cases with extensive loss of soft tissue or exposed bony structures. [2] [3] [4] Successful pedicled flap coverage of pressure ulcers, defined as flap survival without flap-related complications during hospital admission (with a survival rate of 87% in this analysis), is determined by several factors, including patient characteristics and comorbidities. To date, there have been no investigations of these determinants using a large, populationbased database. We sought to identify factors associated with flap-related complications and increased resource utilization using risk-adjusted, multivariate analysis. Flap-related complications were defined as flap loss, hematoma, seroma, wound infection, or dehiscence, which occurred at a rate of 13% in our cohort. Binary logistic regression models were constructed using the backward stepwise method (initially 69 covariates) to identify predictors for cases associated with complications vs no complications and above vs below median length of stay and total charges. Comorbid diagnoses were defined using ICD-9-CM codes. Cases were weighted to project national estimates. The analyses presented in this study were based on deidentified admission data. The institutional review board at the University of Miami Miller School of Medicine exempted this retrospective database study from full review. Significance for all analyses were set at P < .05.
Results | Overall, 2749 cases were identified. Locations included the sacrococcygeal (63%), trochanteric (22%), and gluteal (14%) regions. The median age of patients at hospital admission was 56 years (interquartile range, 27 years). The mean (SD) length of stay was 14 (19) days. The mean (SD) total charge was $60 032 ($88 645). Patients were most frequently male (61%), white (68%), with Medicare (58%), and in the lowest income quartile (32%).
On risk-adjusted multivariate analysis, flap-related complications increased for women ( Discussion | Pressure ulcers involving the gluteal region, while least common among the sites analyzed, were associated with the lowest resource utilization and complication rates. In addition, demographic factors, such as sex, race, and socioeconomic status, affected complication rates and resource utilization in our analysis. Renal failure was associated with higher complication rates and longer lengths of stay. Pneumonia was associated with higher cost. Owing to the retrospective nature of the National Inpatient Sample database, however, chronological or causal relationships between diagnoses cannot be concluded. As health care resource allocations continue to be a challenge, our findings may assist plastic surgeons by defining groups of patients at high risk for complications or higher resource utilization related to pedicled flap reconstruction, such as comorbid diagnoses or variation by ulcer site. Other adjunctive management options, such as the use of a vacuum-assisted closure device or skin grafting, may be more appropriate therapeutic approaches. Future research should focus on subpopulations of patients at high risk for postoperative complications that are directly associated with resource utilization.
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Global Academic Surgery and Global Outcomes in Surgery: Developing a Sustainable Model for the Development of Audit and Research Capacity
To the Editor We read the Viewpoint by Schecter 1 with interest. The training of surgical educators is paramount in addressing the wide global disparities in surgical care provision, and we commend the efforts of the Alliance for Global Clinical Training in developing academic surgical services at the Muhimbili University of Health and Allied Sciences in Dar es Salaam, Tanzania. However, as with many international initiatives, the breadth of influence and accessibility can be limited by financial dependence. Benefits are currently restricted to a single center. The UK trainee research collaborative model is now well established. 2 The Global Outcomes in Surgery (GlobalSurg) collaborative (http://www.globalsurg.org) has aimed to translate this national model to the global stage. In brief, frontline collaborating surgeons are the drivers of local study registration and bedside data capture, with an internationally representative steering committee providing a structured protocol, educational materials, and study support. Selected odds ratios from risk-adjusted multivariate analysis for increased length of stay and total charges are presented with 95% CIs. Where comparison groups are not listed, the reference group is the absence of the condition (eg, renal failure vs no renal failure). The area under the receiver operating characteristic curve for overall model performance is 0.970 (95% CI, 0.955-0.985) for length of stay and 0.939 (95% CI, 0.915-0.963) for total charges; df = 45 for both models.
